of the nail plate buried in the bulky tissue, which would be used as a reference to decide how much of the soft tissue to resect. After that, an incision was made 2-3 mm distal to the hyponychium on the toe tip and then extended proximally parallel to both sides of the nail folds to the base of the toenail. The next incisions would be performed along the first incision ( Figure 1 ). The incision was made deep enough to the periosteum of the distal phalanx. We performed a distal phalanx shortening to achieve primary wound closure with no tension. We transected the distal phalanx meticulously to avoid damage to the supporting structures of the nail bed, taking care to avoid injuring the neurovascular bundles as well. We retracted the bulky tissue overlapping the nail plate downwards to check whether it was sufficient to expose the lateral borders of the nail plate. We would stop resecting skin around the nail when it was enough to expose the borders of the nail plate after closing the wound (Figure 2 ). If the granulation tissue overlapping the nail plate was too bulky, we trimmed it to expose the lateral borders of the nail plate if necessary ( Figure 3 ). The defect was closed using interrupted 4-0 polypropylene sutures. The tourniquet was released and the wound was covered with petrolatum gauze to avoid adhesion of the dressings to the wounds. The dressings were changed every two days for two weeks; the sutures were then removed. The patients were taught to wear proper shoes and trim their nails correctly.
Results
All patients returned to daily activity two weeks after surgery. There was no recurrence of ingrown toenail during the follow-up period. We used the visual analog scale for pain to assess pain relief in our patients about three months ingrown toenail correction in patients who had undergone our surgical approach in terms of healing time, relief of pain, recurrence, and scar formation. after surgery and found the outcome to be satisfactory (Table 1 ). The width of excised skin ranged from 3.5 to 6.2 mm (mean 5.0 mm) ( Table 1) soft tissue, which leaves the nail matrix intact [14] . We had also performed soft-tissue resection for several years. We had not hesitated to perform nail plate avulsion, partly because we understood that the removal would aid in drainage of the infection. Afterwards, we realized the important role of the nail plate in the surgical intervention and used them to define an objective standard to perform an accurate excision.
Patients and Methods
Meanwhile, we were convinced that the drainage enhancement afforded by avulsion was largely unnecessary due to the usual thorough reduction of inflammation through other 
Abbreviation: VSS, Vancouver Scar Scale. There are several advantages of this technique, and they are as follows:
1. Shorter time period needed to regain daily activities.
Primary healing can be achieved in almost all patients. It usually takes two weeks for wound healing after surgery. 4. No damage to the nail matrix. We do not perform ablation of the nail matrix to limit the growth of the nail, resulting in a normal-looking toe after recovery.
5. Acceptable scarring. Scar formation is acceptable due to the wound closure with no tension.
The disadvantages of this technique include:
1. Necessity of shortening the bone of the distal phalanx, which some patients may not have understood.
